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Early intervention saved 
the life of mother and baby: 
Management of a parturient with 
snake bite with neurotoxicity

Sir,

Snake‑bites are rarely seen during pregnancy as 
pregnant patients are mostly home bound and 
also because of less reporting of such patients.[1] 
Envenomation by kraits and cobras usually presents 
with neurotoxic manifestations with characteristic 
descending paralysis. The target site is the pre‑synaptic 
motor nerve terminal in krait and post‑synaptic 
nicotinic receptors in cobra bites. The earliest muscles 
involved are those supplied by cranial nerves, 
resulting in manifestations like ptosis, diplopia, loss 
of facial muscle expression followed by dyspnoea, 
dysphagia and respiratory paralysis.[2] High maternal 
mortality in such cases occur due to delay in seeking 
or reaching treatment, till the obvious manifestations 
of neurotoxicity are developed or due to delayed 
administration of anti-snake venom  (ASV) especially 
in developing countries.[3,4]

Snake venom has been shown to have toxic effects on 
placenta leading to impaired placental function and 
endangering the life of the foetus.[5] ASV can also lead 
to negative consequences on both maternal and fetal 
outcomes as it may cause anaphylactic reactions. We, 
hereby report a case of a neurotoxic snake‑bite in a 
pregnant patient with positive outcome as a result of 
early intervention.

A 31‑year‑old multigravida  (G3P1) at 37  weeks of 
gestation got bitten by a snake on her forearm. Nearly 
12 hours after the bite, she developed heaviness of 
eyes, weakness of body followed by shortness of 
breath, but could reach the hospital only after an 
interval of 19 hours. She was admitted in Severe Acute 
Respiratory Infection (SARI) ward as per the protocol 
being followed during COVID‑19 pandemic.

The patient was conscious, co‑operative and well 
oriented with vitals as: heart rate (HR)‑86/min, oxygen 
saturation (SPO2)‑97%, respiratory rate (RR); 22‑28/min, 
neck holding time  >10  sec, but ptosis was present. 
There was slight inflammation at the site of bite mark 
in right forearm. The whole blood clotting test (WBCT) 

was <20 minutes. Other routine blood investigations 
were within normal limits. ASV (100 ml) infusion was 
started immediately after giving subcutaneous Inj. 
adrenaline 0.25 mg as a prophylaxis for anaphylaxis. 
The patient did not show any improvement and her 
clinical condition was deteriorating hence the second 
dose was repeated after 4 hours.

The gynaecological assessment of the patient was done 
and foetal heart rate  (FHR) monitoring was advised. 
Nearly 24 hours after the bite, the patient started 
deteriorating as she developed tachycardia (HR; 
130‑150/min), tachypnoea  (RR; 30‑40/min), altered 
sensorium, increasing ptosis and impaired neck 
holding. Her SPO2 was 94% with O2 inhalation, and 
FHR varied from 130‑150 beats/min. Due to impending 
respiratory failure, anaesthesia team was consulted for 
probable intubation. Decision was taken for intubation 
of the patient followed by emergency caesarean 
section to save the foetus. Patient was induced for 
anaesthesia with intravenous  (I.V.) propofol (100 mg) 
and I.V. succinylcholine  (100  mg). The maintenance 
was done with O2:N2O: isoflurane in the ratio of 
33%:66%:0.4‑0.8%, and Inj. atracurium  (20  mg). 
Analgesia was maintained with Inj. fentanyl 100 ug 
and Inj. paracetamol 1000 mg. The baby was extracted 
but required resuscitation and cried after 5 minutes of 
birth. Inj. neostigmine 2.5 mg + glycopyrrolate 0.4 mg 
I.V. was given after the completion of surgery. Patient 
was sent to intensive care unit (ICU) where she was 
kept intubated for nearly 24 hours, till she showed 
signs of improvement  (resolving ptosis, improved 
neck holding time >10 sec), she was weaned off from 
the ventilator followed by extubation.

Anticipation and preparation for such unforeseen 
situations in clinical practice is severally advocated.[6] 
Early decision making and interventions in such cases 
are of paramount importance to save the lives of 
both mother and foetus. Any delay can turn out to be 
detrimental and lead to worse outcomes.
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Difficult airway with paediatric 
Tetralogy of Fallot: Cohesion of 
two difficult situations

Sir,

Tetralogy of Fallot (TOF) is the most common cyanotic 
congenital heart disease (CCHD) characterised by aortic 
override, right ventricular hypertrophy, pulmonary 
stenosis and ventricular septal defect  (VSD).[1] These 
patients have an increased risk of intraoperative 
complications. An associated difficult airway confers 
an additional challenge to the anaesthesiologist. The 
literature concerning the anaesthetic management of 
such cases is sparse. We hereby discuss the perioperative 
management of an 11‑year‑old, 35‑kg female child with 
uncorrected TOF and a difficult airway.

The child presented for biopsy of vascular and 
malignant growth in the left mandible. It extended 

intraorally to the midline causing anomalous 
dentition and rightward tongue displacement, with 
no oropharyngeal extension. Extra‑orally, it extended 
from the left jaw to hyoid cartilage, restricting neck 
flexion [Figure 1].

A contrast computed tomography (CT) revealed a mass 
of size 7 × 6 × 5 cm. An echocardiogram showed TOF 
with long segment pulmonary atresia, large subaortic 
VSD, 50% aortic overriding and major aorto‑pulmonary 
collaterals  (MAPCAs), not amenable to surgical 
correction due to large segmental pulmonary atresia. 
Room air saturation was 60%–65%, and haematocrit 
was 48%.

Anaesthetic plan was to secure the airway with a 
cuffed oral endotracheal tube  (ETT) using fibreoptic 
bronchoscope  (FOB) after sedation with intra‑nasal 
dexmedetomidine  (IND). A  difficult airway cart with 
videolaryngoscope, supraglottic airway device and 
nasopharyngeal airways  (NPAs) was kept ready. 
Injection esmolol, morphine and phenylephrine were 
prepared to manage any cyanotic spell. Standard 
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